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August 21, 2008

Kathy Prophet

Preferred Community Homes Mallard
7091 West Emerald Street

Boise, Idaho 83704

RE: Preferred Community Homes Mallard, Provider #13G032
Dear Ms. Prophet:

Based on the Medicaid/Licensure survey completed at Preferred Community Homes Mallard on
August 15, 2008, by our staff, we have determined that Preferred Community Homes Mallard is out of
compliance with the Medicaid Intermediate Care Facility for Persons with Mental Retardation
(ICF/MR) Condition of Participation on Active Treatment Services (42 CFR 483.440). To participate
as a provider of services in the Medicaid program, an ICF/MR must meet all of the Conditions of
Participation established by the Secretary of Health and Human Services.

The deficiencies which caused this Condition to be unmet, substantially Iimit the capacity of Preferred
Community Homes Mallard to furnish services of an adequate level or quality. The deficiencies are
described on the enclosed Statement of Deficiencies/Plan of Correction (CMS-2567). A similar form
indicates State Licensure deficiencies.

You have an opportunity to make corrections of those deficiencies which led to the finding of
non-compliance with the Condition of Participation referenced above by submitting a written Credible
Allegation of Compliance. Such corrections must be achieved and compliance verified, by this office,
before September 29, 2008. To allow time for a revisit to verify corrections prior to that date,
your Credible Allegation must be received in this office no later than September 19, 2008.
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The following is an explanation of a credible allegation:
Credible allegation of compliance. A credible allegation is a statement or documentation:

e  Made by a provider/supplier with a history of having maintained a commitment to compliance
and taking corrective actions if required.

e That is realistic in terms of the possibility of the corrective actions being accomplished between
the exit conference and the date of the allegation, and

e  That indicates resolution of the problems.

In order to resolve the deficiencies the facility must submit a letter of credible allegation to the
Department, which contains a sufficient amount of information to indicate that a revisit to the facility
will find the problem corrected.

As mentioned above, the letter of credible allegation must indicate that the problems have been
corrected as of the date the letter is signed. Hence, a plan of correction indicating that the correction(s)
will be made in the future would not be acceptable. Please keep in mind that once the Department
receives the letter of credible allegation, an unannounced visit could be made at the facility at any time.

Failure to correct the deficiencies and achieve compliance will result in our recorumending that the
Medicaid Agency terminate your approval to participate in the Medicaid Program. If you fail to notify
us, we will assume you have not corrected.

Also, pursuant to the provisions of IDAPA 16.03.11.320.04, Preferred Community Homes - Mallard
ICF/MR is being issued a Provisional Intermediate Care Facility for Persons with Mental Retardation
lcense. The license is enclosed and is effective August 15, 2008, through December 15, 2008. The
conditions of the Provisional License are as follows:

1. Post the provisional license.
2. Correct all cited deficiencies and maintain complance.

Please be aware that failure to comply with the conditions of the provisional license may result in
further action being taken against the facility's license pursuant to IDAPA 16.03.11.350.

Be advised, that, consistent with IDAPA 16.05.03.300, you are entitled to request an administrative
review regarding the issuance of the provisional license. To be entitled to an administrative review,
you must submit a written request by September 22, 2008. The request must state the grounds for the
facility's contention of the issuance of the provisional license. You should include any documentation
or additional evidence you wish to have reviewed as part of the administrative review,
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Your written request for administrative review should be addressed to:

Randy May, Deputy Administrator
Division of Medicaid -- DHW
P.O. Box 83720

Boise, ID 83720-0036

phone: (208)364-1804

fax:  (208)364-1811

If you fail to submit a timely request for administrative review, the Department of Health and Welfare's
decision to issue the provisional license becomes final. Please note that issues which are not raised at
an administrative review may not later be raised at higher level hearings (IDAPA 16.05.03.301).

You have one opportunity to question cited deficiencies through an informal dispute resolution process.
To be given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2007-02. Informational Letter #2007-02 can also be
found on the Internet at: ‘

http://www. healthandwelfare.idaho.gov/site/3633/default. aspx

This request must be received by September 3, 2008. If a request for informal dispute resolution is
received after September 3, 2008 the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

We urge you to begin correction immediately. If you have any questions regarding this letter or the
enclosed reports, please contact me at (208)334-6626.

Sincerely,

//J//%;/
NICOLE WISENOR

Co-Supervisor
Non-Long Term Care

NW/miw

Enclosures
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Preferred |community Homes

9-10-08
To:  Sylvia Creswell, Nicole Wisener
Bureau of Facility Standards
From: Kathy Prophet, Administrator Mallard Landing - Preferred Community Homes
Re: PCH Mallard Landing ICF/MR Leter of Credible Allegation

This is a formal request fora revzsﬁ to verify corrections for the Mallard survey, dated
August 15, 2008. o

Attached is a cOpy of the plan of correction for the Mallard survey, dated AUGUST 15,
2008, It is believed that corrections have been made for the Condition of Active
Treatme Semce of September 19, 2008.

Katlfy Prophet
PCH Mallard Landing Administrator
(208) 855-9142

7091 West Emerald Street » Boise, Idaho 83704 » {208) 855-9142 « Facsimile (208) 884-2164
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TRS REGAALATORY OR 15T HIENTIFYING INFORMATION) TAG cRass-nmmcmﬁ APPROPRIATE OATE
YV 000 [ INITIAL COMMENTS W 000
R “Preparation and implementatipm of this
Tha follewing deficiencies were cited during the plan of correction dees not constitute
recartfication survey. admission or agreement by Maflard -
Landing with the facts, findings or
il duting the survey was: s
m&m cl;mnng ! cther staiements as alleged by the state
agency dated August 15, 2008
Lommon ehbreviations usad In this report ares Submission of this plan of correction is
BMP - Behavior Management Plan required by law and does not evidence
S;ﬁ Fn:’-\lﬁﬁ;m Plan the truth of any or some of the findings !
- AS e as stated by the s Mallard ?
QMRP - Quaified Mental Retsrdation Landing - Preforred Commund
Professions! i :

W 100| 440,160(c) ICF SERVICES OTHERTHANIN | woo] . omes, specifically reserves
INSTITUTIONS . N

as evidence in any civil, crimi

"intermediate care faolily services” may mlude * ‘administrative action.”

services i an instiution for the mentally retarded S S
{hereatter reformed to ag intermediate cars ‘ W 100 440.150(c) ICF. SERVICES
faciies for pareons with mantsl relaxdation} or OTHER THAN IN INSTTTUNTONS
persons with related conditions if; , '

{1) The pimeary purpose of tha Inefilufion Is Refer to 195

provide heaith or rehatiiitative services for
mentaly reterded ndividuais or persons with
relatad condiifons;

{2} the Institution meets the standards in Bubpart
E of Part 442 of this Chapter; and

{3) The mentally retarded recipient for whorm
payment s requested is receiving ective
{rentment as specifisd in §483.440.

This STANDARD Is not met as evidenced by:
Based on observation, record review, end staf!
interviews it was defermined aach racipient for

whom payment was requested was nol
active tregiment as specified in 483,440, The
ﬁm!‘mgs include:
ki) a
o ateak (1) danvton o deficlency Which &ie fsfution ey e extased ftam commecting prwiio & 1 detanmined thet

5 :. ; v w,e
Mmmwﬁofwvaywmmerwmtaphndwmmpmmd For nursing hores, the above findings and plans of conaction ae distiosabia
m%mmmmmm syuiabin i ihe faciity. Hdeficienches e ciled, an approwad plan of comection b requisite t contiuad
prognenn o
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1. Rt fn WA95 ~ Condifion of Parficipation fov
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standard lovel deficiencies,
W 117 | 483.410{d){1) SERVICES PROVIDED WITH W 417
OUTSIDE SOURCES :

Wi17 483.410(d}1) SERV]
mmﬁmm%mn PROVIDED WITH OUTSID
agreement with an outside program, rescurce, or SOURCES i
service fo fumish the necessary service, including . B
amargemy and other health care, ‘ A written a agreement has been

developed by Preferred Community

Homes and will bo nsed as an
Th!s STQNBARD Is not re?::d as Wgﬁ - ' agreement with any outside pro
Based on obsarvation, revisw . e v .
intorviews Itwas dotermined the faciky fafed fo : e s Lo furmish negossar
have & writien contract in piace with an outside I ltches’ HCHUGINE SMErZEncy and:
day program to furnish necessary services for 1 ealfh gare. ..
of 1 individual {Individual #1) who difended an _ o
outside day program. This resulted Inan y - Person Responsible: QMRP
individual not recelving active freatment servicas. Completion Date: 9-19-08
The findings lnciude: -
4, When acked about & contvect bebween the
faeility and Individual #1's oulsiis dey program,
{he Regional Administrator reported on 8715105 at
2:30 p.m., there wos no contract,
2. Refer to W120 a3 k relztes to the fecifty's
Tefiure 4 enourd outeide sssvices wars sufilclent
to conslstently mest an individual'e activa
frestment neads.
I’
3. Rﬁwai%WWMﬁmMmﬁhbﬂm
Enciity's Fellure o ensure outside sovices
prwidad an bviliduat with active treatment
W 120 | 483. 410(:!}(3) SERVICES PROVIDED WITH w120
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W 120 Gotinued From pege 2 w120 W120 483.410(3)(3)SERVICES
. : PROVIDED WITH QUTSIDE
DE CES SOURCES
The favility must assure that putslde services .
meet the neads of aach client, Individual #1 has been pulled from bis

‘This STANDARD g not met o5 evidenced byt
Based on observation, record review, and stalf
interviews & was deformined the favilily fuilaed to
sngure oulside services met the needs for 1 of 1
individuad (Indiviciual #1) who aftended an off-sile
day treatment program, This resuflad in an
Indvidual not being providied with active treatment
1o meet his identified needs and maximize
indapendemmmmng The findings in&uds'

4. Individual #‘i‘a PP, dated 871007, docurmantad

ratardation and an anxiety disorder with
obsessive compulsiva foglures, lndiwdua!#ﬂ
attonted a day program from 9:00 a.m. —3'30
p.o, Monday through Friday.

a.Anobeewaﬁonmmdmdawmday
program en 8/43/08 from B:00 a.m. - 12200 p.m.
During tha obsarvation, the Director of Program
Services stated "We wand fo move [individual #1]
to a smallsr room. He Is over-stimulaiod in the
targge soom,® When askad when Individuel #1
waa moving to a smaller room, the Director stated
e move was schaduled for 3 weeks ago bul did
not happen.

individual #1's guardien statad during a mesting
on 8115/08 from 100 - 215 p.m,, IndSvidual #
used to be In a smalier rooi 2nd he waa not
notifiad that Individual #1 was moved to the large
work room. Whan asked, the QMRP stated
turing an interviaw on 8/45/08 from 800 - 9:45

& 50 year old mmmmmmm :

current outside service, and is
participating in prevocational activities
through Preferred community Hdmes
day treatment programs. Outside f
services in the fiture when being ;
considered for any clients will in¢hule
A written contract -

" outside service provider.
" The QMRP will document the
. from outside service observati

client status monthly on the Q
tracking summaries,

These measures will ensure that
individuals residing at Mailard an
provided with an appropriate
environment, staffing, and thata
vocational assessment is conducted for
and serves as a functional blsis far the
development of vocational activitjes.
Additionally the fzcility will ensute that
all vocational progratus are
implemented and data is collected as
required,

i

Person Responsible: QMRP
Completion Date: 9-19-08
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W 120 | Confinued Frompaga.‘s . W 120

a.m., she was eware individual #1 wag in the
lange work room,

b. An ohservafion was conducted at the day
program on 813708 from £:00 am. - 12:00 pm.
During that e, ¥ was noted there were fom 2 -
B day program siaff with 29 - 35 individuals,
Individuel #1 was not noléd o be sisffed with a : :
1:1. During the observation, the Production i
Supavisor for Work Services stated "Brdividual
#1] = 1:1. I you don't sit with him he won't do
anything and if you sit too close to him, he gets
-+ 1mad. Hs also goes into the bathroom alot.”

Whmaaked MQMRstMduﬂngan

: mmaewonmmmaw £:45 am., she ‘
" Iwas natawareeﬂndmdualﬁ‘sstafﬁngmdsat C e
‘ ihadaypmgmm. cL ,

) ',n. ‘Whan: asked, the Vom’énna! Specialist 2t the
"'{ day program sbatadunﬂﬂ:w& at 12:00 p.m,,
Individuai #1's (program) objectives were 1o be
implemented and scored dally. The Vocations) "~ {
Speciafist stated the objeciives wera to also be i
Implamented troughout the day, as opportunities
presonted themsalvas, The Vocational Specialist
statad “We don't do vocational assassments, we
work off the defa,”

[ndividugl #1' Indhitual Plan end program data
frotn the day program, dated 8/07 « 7/08, were
reviewad and documented dela had not basn
collected in the required fregquency as follows:

- 8/07: no dalg

- Bf07: no data

1 - 10/07: no copy of data was receives
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TAG
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{EACH DEFICIENCY MUST 8E PRECEUED BY FULL
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PREFIX
TAG

PLAN OF GORRESTION
(EACH CORRECTIVE ACTION S8HOULD BE
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W 120

-~ 8/08; 7 days of data; the Nanative Log incluted

Continued From page 4
- 11/07: 8 days of data

- 12007 10 days of daia; the Narmative Log
included entries such a5 “did not saem interasted
in his work, did not let us know he hed to use
bathroom...did not stay on task...kept leaving
work aren to sit In comer..."

-~ 1/68; 4 days of data; the Namative Log invheded
enbias such as "did nof etay on iask,. would just

sit and look pway from his work...confinuously left

wrork area.. teft work floor for a long time.."

- 24085 days of data; the Narrative Log inchided

eniriae such ap “jindividusl #1] was net op

{ask...loft the floor a ot without leting staff .

il;mw.,-,not inferested in work..In bathvoom quite a
it ' '

- 3/68; 5 days of data; the Narrative Log included
entries such as "not on iask..Jeft floora lot...a iot
of wandering, not much working. .. rafused work.,.~

- 4108: & days of deda; the Narrative Log included -
entizs such as “aft work erea several times...not
sfaying on task...didn't woric..off task...*

- 5/09: @ days of data; e Narmtive Log inclutied
entries such as "left work area several fimes.. .not
attanding to tasks, _diskracted by others..."

entries such as "gid a ot of wandarng...refused
woik...no intarest to work..."

- THI8: § days of data; the Namafive Log included
enfries such a8 "off task..Joft work area many
fimes.. wotd not work uniess staff was right next

W20
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W 120 Conlinued From page 5 w120

to him..Jeft gulie & few Gmive and did not tail
staff...nol very interasted in work, .-

When ssked, tha GMRP stated during an
Interview on &/45/08 from B:00 - 9:45 2., she
was not aware the day program did not conduct
vocational gesessments, The QMRF stated she
had not ooked 28 Indiviiua #1's day program
data.

The facility falled to ensure Individual #1 was
provided with an appropriate environment and
staffing, and that a vocational assessment was -
conducted for Indhidiie! #1 that could serve as a
functional basis for the development of his
ohjectives. Further, the faciiity feiled to ensure -
tirat his programs were impletnanted and data
was collectad as raquired g1 the day program.. - -,

2. Raferto W1S6 ant! W48 a5 they relate to the
facility's faflurs to ensure oulside services
provided an indhidue! with active treatment

W 159 | 483.430(s) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each olient's aclive freaiment program must ba

Integmaied, coordinated antd moaitored by a W159 483.430(a) QUALIFIED
qualified mental retardation professional, MENTAL RETARDATION

PROFESSIONAL

zlga? c?wm obsmaﬁms,ma o msmm“rmﬁﬁ{;ﬁ Refer to 195 and 312
irsrviews it was delermined the faclity ialled to
ensure the QMRP provided sufficient integration,
monitoiing, and coordinetion of the status of 2 of
3 individuals (Individuals #1 and #2) whose
roconds wete reviewed,. That Tailure resuftod in
Individuals not recelving the servicas and
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENGY MUST I PREGEDED BY FULL
REGULATORY OR LEG WENTIFYING INFORMATION)

B PROVIDER'S PLAN OF GORRECTION

PREFIX {EALH CORRECT
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"W 158

w 195

Continued From page 6

supports retjuirad o meet thelr needs. The
findings include:

1. Refer to W16 - Coniition of Participation for
Active Trestment Sernvices and relsted standard
level deficlencles as they relate o tha facliiy's
fallure t5 ensure the QMRP assumed individuals
racelved a continuous aciive ireatmant program
designed to mast thelr needs.

2. Rafer to W312 as It relates ip the faciiily's
failure to ensure bahavior modifying diugs were
used enly a5 a comprehensive part of an
individuals IPP that were directed specifically
{owards the reduction of and eventual elimination
of the behavior for which the drugs were used.
483 A40 ACT}VE TREATMENT SERVICES

ﬂnfaclﬁtymustarmmmatspaciﬁcacﬁve
ummmmmmmm_

Thiz CONDITION is noi met as svidenced by
Based on ohservations, record raview, and siafl
interviews i was determined tha facilily fallsd o
ensure that each individual recelved a confinuous
aciive freatment program designed to meet thelr
neasds in o refevent setiings, This resulied in an
individual being placed In an inappropriate work
environmen, en individuals staffing needs not
being addressed or mat, & fack of vocational
assessment infarmation baing avallable on which
i base decisions, e lack of program
implamentation and data collaction as required,
ang an individual's behavior plan not being
ravised to reflect his current medical noeds. The
findings nclude:

W 159

. 'W195 483,440 ACTIVE
W 185

" Refer to 120, 196, 249, 260

TREATMENT SERVICES
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DEPAW QF HEN..TH AND HUMAN SER\"CES FORM APPRIVED
MULTIPLE CONSTRUCTION (X%} DATE SURVEY
i;’:;’mmmmm IOENTIFICATION NUMBER: - COMPLETED
136032 B. WING DBAG/2008
NAME OF PIRROVIDER OF, SUPPLIER STREET ADDRERS. CITY, BTATE, ZIF COGE
: #39 SOUTH OTTER
| PREFERRED COMMUNITY HOMES - MALLARD MERIDIAN, ID 53642
PROVIDER'S PLAN OF DORRBOTION |
D A A i PLrCRAch BT EULL PREFIX EAGH CORECTVEACTION SHOULDBE | coueLanon
TAD REGULATORY OR USC IDENTIFYING INFORMATION] TR CROSE-REFERENCED TO THE APPROPRIAYE
' W06 DEFIGIENGY}
W 195 Continued From pege 7 W 195 7 TREATMENT
1. Refer 1o W120 ss It ratates to the faciity's . 1
falure io ensure an oufsida day progran: imet the Refor individual #1 has been pulJ ed

W 198

{a. mwmsasummmefam

idantitian neads of an ndividusd,

2. Rator lo WE08 as It relales % the fallure of the
fackily t ansure each individusi was provided
with confinuous and conslstent acfiver freatment

3. Refar in W245 as i reletes to the facdliy's
falure t ensure aach iIndividua! received training
WWWWMWa

faliura to ensure an individusl's IPP was revised
to Extrghely reflect and respond o hls a.mmt
madical needs.

483 446(5}(5) ACTIVE TREATMENT

Each cllent must receive & continuous active
{reatment program, which includes aggressive,
consistent implementstion of a program of
specisiized and generic training, treatment, haaith
sarvices and relatod setvices described I this
subpart, that is directed tovward:

() The acquisition of the behaviors necessary for
the client io funcilon with s much self
d:‘tjammaﬁmmﬁ independonce as porsibla;

a

(R} The prevention or deceleration of ragression

or loas of current opliimat functional stafus.

“this STANDARD is not met as evidencad by

ansure eath individual was previded with
confinucus and consistent aclive treatment
services in &4 relevant settings for 1 of 1

from his current outside service,
participating in prevocational actj
through Preferred Community

is now receiving a continuoys &
treatment program as is all Malla

W 168

appropriate environment, staffing
that a vocational assessment is
conducted for and serves as a funéti

ensure that all vocational progrs als are
implemented and data is collected as
reguired,

Person Respongible: QMRP
Completion Date; 3-19-08

FORM CMS-265T(02-04) Prvious Verskons Dhwciile Bvant PR

Facity 1 126082 ¥ continustion abest Fage 8716
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DEPARTMENT OF HEALTH ANI} HUMAN SERVICES FGRM APPROVED

OMR NO. 05380381
mvmmw {2 MULTIPLE CONBTRUCTION FMM‘!EW
IDENTIFICATION NUMBER:

A, BUILDING

136082 B.NG QRASIZA08
NAME OF PROVIDER CR BUPHLIER STREET AUNRERS, CITY, STATE, ZIF DODE

699 SOUTH OTTER
PREFERRED COMMUNITY HOMES - MALLARD MERIDIAN, 1D 83642

A 1D SUMMARY STATEMENT OF DERCIENCIES D EROVIDER'S FLAN OF CORRECTIDN %,
% [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE oM
TAG © REGLLATORY OR L8C IDENTIFYING IEDRMATION) TAD CHOSB-REFERENCED TO THE APPROPRIATE bavE

STATEMENT OF DEFICIENCIES
AND PLAN DF CORRECTION

W 198 | Continuied From pege B W 186
individual (Individual #1) who afferded an outside
day program. This resulted in an individuzl

8 % hours per day, 5 days parweek ata
day program which did not meet his
developmema! needs, The findings Include:

1. individua! #1'c IPP, dated 8MOIUT, documented
2 59 yeor old mele diagnosed with kevere menta
retardation and an anxiety disorder with
obsesslve corpulsive features. fndividuel #1
etianded a day program from 9:00 a.m. - 3.30
.., Monday $vough Friday, ‘

Y An extonded pbservation wascnnductedstﬂwe
'daypmgram with the foﬁowlng resutts

o An obmmﬁon was conducted at Individual #1's

- | day program on B/13/08 from 9:00 a.m. - 12:00

_ tpm.. Dining that me, Individua) #1 was not

o | cheerved o pafﬁctpa’fa makm-bmwmger
maanmgful activity as fuflows:

200 - 818 am.: !ndeuai#‘I aata!!hswork
table, walched others and periodically Edjusted
the hem of his shirt. At 9:10 a.m., Individual #1
put a piace of foam in a plasic bag and placed
the bag in a bin after & staff diragtad him o do so.
Individual #1 confinued to s and watch others
‘ and periodisally adjusted the hern of his shirt afler

. e completed the tesk a second time,

s e

£:18 -~ 9:26 g.m.: Individual #1 was in the
bathroom.

£:26 - 1016 &.m.: Individual #1 sat at the work
table, watched others, adiusted the hem of his
shirt, and periodically picked hia noge, Befween
©:30 a.m, and 10:08 a.m,, ndividual #1 puta
place of foam in & plastic bag and piacad the bap

FORM CMS-2597(02-66) Provinis Versions Obsoiale Bl EnPRBEN Facliy 1 120002 1t conlinuation shee Page B¢t 10
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DEPARTMENT OF HEALTH AND HUMAN SERVK)ES PmFOM:APPROVED

) MULTIPLE CONETRUSTION o pATESURVEY
A BULDING COMPLETED
lo wine

NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, 2P CODE

58 S0UTH OTTER
PREFERRED COMMUNITY HOMES - MALLARD MERIDIAN, 1D 83642

a0 SURMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
FREFIX (EACH DEFICIENGY MUST BE PREGEDED BY P4 PREFIX {EACH CORRECTIVE ACTION SHOULD bt
A REGULATORY OR L5C IDENTIFYING INFORMATION) TAG * CROSS-REFERENCED YO THE APFROPRIATE DATE

W 196 | Continued From page 9 W 185

ir 2 bin after  stalf direcled him o do so, eipht
times. The ramainder of the e, Individual #1
sat at the work table, walched oftess, sdjusted
the hem of his shirt, and perlodically picked hs !
nosg. i

10:15 - 10:26 am.: Individua) #1 was in the
bathroom.

10:26 - 10:30 a.m.; Individual #1 sal et the work
table, wiiched others, adjusied the hem ofhis

shirt, end periodically picked his nose. 1

40:30 - 1045am fndividual #1 was Informed it
was "broak Sime” He iool his lunch bag iothe
foyer area and set in the chair by the windew. He
ramoved a Nidra-Graiit bar and & bottie of soda -
from s lunch bzg. He ale the bar and:diank
some of the soda. Staff were not noted fo prompt
oraskﬁﬁlﬂmtowaahhishandsmiarweaﬂnghm
snhac :

10:45 - ‘! 1:00 a.m.: Indivicual #Y was in 'the
bativoom. .

11:00 - $1;08 a.m.: Individuat#1 sat at the work
table, walched others, sdjusted the hem of his
shit, and perindically picked his noss.

1108 - 11:15 am.; Individual #1 was inthe
bathroom.

41295 - 11:40 a.m.: Individua) #) saf at the work
table, walched others, adjusted the hem of his
shirt, and pe‘ﬁodieaﬂy picked his noss,

14:40 -~ $1:48 a.m.: individual #1 wes in the
bathroom,

EORM OIS 20a7(024%) Fravicus Yersons Otaciels Bk R FKBSY Facimy @: 1502 ¥ continuation sheet Page 10 of 48
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Jozoia00

OMB NO. §838-0301
(R WILTIPLE CORSTRUCTION M) DATE SURVEY
A BUEDING GoMPLETED
B, WING : |
08/15/2008 i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZWF GDDE
600 SOUTH OYTER
PREFERRED COMMUNITY HOMES - RALLARD MERIDIAN, [ 83842
%4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF GORREGTION o
PREFI (EAGH DEFIGEENGY MUST BE PRECEDED BY FULL PREFIK {EACH CORRECTIVIE ACTION SHOULD BE COMPLETION
TAC REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRORS-REFERENGED T0 THE APPROPRIATE oAt
. _ DEFICIENGY)
W 196 [ Cantinued From page 10 W 198

11:48 a.m. - 12:00 p.m.: individual #1 sat at the
work tabls, watched others, adjusted the hem of
his shirt, and peridically plcked his nose.

During the observation neted above, the Director
of Program Services steted "Individuat #1) was o
be working on assembly sidils.” When asked
about Indivitial #1°s program book from the
{aciity, the Production Supenvisor for Work
Services siated "1t was broughl In and the day
program staff did not tell anyone about it, thep it
wg:ul?;t & fow times, and no ona knows ahything
a "

indiviiual #1's program book from the Taclllly
oontained the foliowing: Hie 8/10/67 PP, 9/18/07
BMP, 8H/T communisation prograim, 8/107
hand washing program, 9/1/07 self feading
program, and 80T Dietery Guidelines. 'When
asked, e OMRP stated during an interview on
BMS/08 from 2:00 - 9:45 5., she was aware the
day program staff were not following Individual
#1'g program book from the facilily and they (the
day program staff) would not follow it.

"1 2. Refer to W246 a5 i relates fo the facliy's
fallwre to ensure outsida services provided an
Inciividual with acve freatrment services.

The faciity fllad to ensure Individual #1 was
provided with continuous and consistent aclive
tregimeni sarvices at his day program.

W 246 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 248

As soon ag the Interdisciplinary team has
formulated a cllent's individual program plan,
oach client must receive f conlintious active
treatment program conaisting of neededt
inteyventions end services in sufficient number

FORM CNB-200 U200} Proviaus Varsions Checlels Evart T PXEs1t Fadilly 1 136032 - ¥ conkinuaiion sheet Page 11 of 16
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DEPAR?MENT OF HEN..TH AND Hm SERVTCES , FORM APPROVED
T 5 OME NO. 6838-0381
: 0023 WULTIPE £ CORETRUCTION {%2) DATE SURVEY
A BLRLDING
A WG 08/15/2008
NAME OF PROVIDER OR SUPPUER smza‘rm;'s.;g: STATE, TIF CODE
290 BOUTH
T SUNSARY ETATENENT OF DEFDIENCIES iD PROVIDERB PLAN OF %BE g
T8 u@%ﬂumm Lo TIPS won%% TAQ cﬁ%ra&ommm DATE
W 248 | Continued From page 11 W 249
and frequency to support the achievement of the
objactives identified in tha Individual pmgram
plan.
W249 483,440(d)(1) PROGRAM
IMPLEMENTATION ‘
This STARDARD ﬁmmmmgﬁ ‘ Outside services in the fiture whn
ml mrvh M Wﬁ " mﬂmﬁggm o being considered for any clients will
ensare each idividual recelved bainig and - include A writien contract
services conalstent with thelr IPP for 1 of 1 The QMRP will assure a vocatiopa
individual (Individual #1) who attended aday - assessment is completed and acchrate.
program. This resulted i an individual not The QMRP wilt complete outsidg
manguamespadﬁedthlPPandﬂav _ - service trating a minimum of 14 per
- progrem pln, mm o - month and assure all data is-currdnt and
- updated both from the home and
- $4. tnaikus #1's (PP, dated mmw downmwd - onitside service provider, .
s asaywummmmmsmmmml 4'I'hteV1RPwﬂldocumentﬂlen"' g
. mmﬂaﬂmi 1 %ﬁm% a ; from outside service observations and
' day progrem from 9:00 a.m. - 3:30 p.m. Monday client status montbly on the QMAE
" b Friday, tracking summaries. These meas
= will ensure that all individuals ret idmg
a. Individuat #1's Individuel Plan from theday at Mallard are provided with an
program, dated 817, efated staff ware to nstruct appropriate environment, staffing, and
individus) #1 fo skt back down and verbalize that a vocational assessment is
"bathroom® If he atismpled to leave the area. - conducted for and serves as a funptional
without asking. During an obsssrvation at the day basis for the development of vocdtional
progreim on 8/13/08 from &w%&wpm. activities. Additionally the facitity will
boalf e oo beve ot ane o il sl g
nofed to nsiruct Indhidul#4 1o sit back down implemented and data is collocteq as
and verbalize "bethvoom.” required.
b. Individual #1's Individual Plan from the day Person Responsible; QMRP i
program, doted B/07, stated staff were to provide Completion Date: 9-19-08 - ;
individual £1 wmitamsot different shape andfor . :
eoior o gapambe. During an vbservation af the .
day program cn 811308 from 200 am. - 1200
FORM CHMB-2557(02-09} Pravious Virslue Cltiste Byt IDIPXEBYS Facity 1D: 196082 W coninuation shast Page 120118
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| PRINTED: 08/20/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APFROVED

AID OMB NO, 0938-0391 ;
IXZ) MULTIPLE CORSTELCTION (03) DATE SURVEY )
A BULDING . ualen. ]

136032 B. VNG ' 08/13/2008
HAME OF PROVIDER OR SUPPLIER BTREEST ADDRESS, GITY, SIATE, ZIP CODE

608 SOUTH OTTER
PREFERRED COMMUNITY HOMES - MALLARD MERIDIAN, ID 83642

%) D SUMMARY STATEMENT OF DEFKIENCIES [ FRUVDER'S PLAN OF CORRECTION ™
BREFX | TEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTION BHOULD BE
TAG REGLLATORY DR LA (DENTIFYING INFORMATION) TG CROSS-REFERENGED TO énmmmm DATE

W 249 | Continuad From page 12 ‘ 1 waam

p.ro., individust #1 was not noted fo be provided
with such liems,

c. Individual #1's individual Plan from the day
*{ program, dated 8/07, stated Individual #1 was to
atiend to a task such as sorling, coliating,
bagping, or agsembling with verbal instruction.
During an obsarvation at the day program on
8/12/08 from 0:00 a.m. - 12:00 p.m., individual #1
was nolid to attend to & task with verbal
fnstruciion B times. The program was oinoled - ‘ o )
‘1 1o be consistently Implemented throughout the _ ‘ o i
obearvation. o 1 :

" { When agked, the Vocationa Specialist at the day .|+
progrem stated on 81308 al 1200 pm., staff -~ |
SR L were to implement the above noted objectives

-:, | whan opportunities presented themsalves.

. | d. During an observation at the day program on -~ |-
© - 1 8M 308 iom 9:00 aan. - 12:00 p.m, plaff were
asked about Individual #1's program book from
the facility. The Production Supervisor for Work
Services stated " was broughtinand the day
program siaff did not tell snyone about It, then it
wm.afwﬁmes. e no ohe knows anyibing
a

Indivigual #7's program bbok from the faciiity
contained the following: His BA0/UT IFP, B1BRY
BMP, 8107 communicaion program, 907
hand washing program, 81167 sell feading
program, and 87107 Dietary Guldelines.

When asked, the QMRP stated during an
Intarview on 8M5408 from 9:00 - 9:45 am., she
was gware the day progeam staff were not
folowing Individusl #1°s prograsn book from e
facility and they (the day program staff} would not

FORM CMB-2307(02-00) Pravious Versians Obscklo Bvent I0cPXBS Faciiy 10: 733032 I tontinuation sheet Page 13 of 16
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042 MULTWALE CORSTRUCTION L% DATE: SURVEY
ANT FLAN orogmmmm DENTIFIGATION NUMBER: . BUALRIG COMPLETED
136032 8. WG 0BH52008
RAME OF PROVITER OR BUFPLIER STREET ABDRESS, CiJY, STATE, TP CODE
598 SOUTH OYTER
PREFERRED COMMUNITY HOMES - MALLARD MERIDIAN, ID 63642
oD " SUMBIARYY STATEMENT OF DEFICIENCIES il PRW frilialo LD B
7 Rm&mmm%m nﬂgvm% TAG mm&mﬁmmm BATE
W 248 | Continved From page 13 W 248
folow &
Fha facikly failed 1o casure Individum%#i recelved
training ae specified in his PP and day progrem
plan.
W 260 | 483.440(N{2) PROGRAM MONITORING & W 260
CHANGE |
W260 483.440(D(2) PROG '
Nwﬁmﬁ’gfﬂmua‘ P’"ﬂ"*‘“% MONITORING & CHANGE
proosss set forth in paragraph {c} ui this A behavior assessment will be
completed to reflect and respondyfo
This STANDARD Is not mst as eﬁdamdby‘ |- individual #2°s current medical
Based on record review and staft interviows, i R Completed 9-12-08
was determined the facity fefled to ensure an M R Person responsible: Behavior Sp 1a;hs
itfé\llduafa !PP\mvas mh“:ﬂ&m rf?xﬂafctuf . Based on the revised behavior | .
and respond 0 his curme 8 B assessment the physzcmnmilbe i
3 individuals (Individual meﬁ% 1 contacted and all physical will
reviewsd. mm:o“mn mlab‘g‘wm " 5 el be assessed and approved byaDf. -
m%’“ ’ﬁdﬂﬂm d s include: : The BMP will then be revised to feflect”
the changes, and monthly meetings will
1. Individug! #2's IPP, dated 1277107, documented be held to review changes in any plieat
a 54 yesr ok male diagnosed with savere mental status.
retardation and right sile hemiparesis, '
Completed by 9-19-08
Individus! #2's meﬁti::! records showed he had & Person Responsibie: QMRP
stroke on 2/6/08. His Physician Orders, dated :
2708 and 8/08, stated "Avold restraints 1o upper
left arm.”
Homver Individusl #2's BMP, datod 7/7/08,
smwada omparsunﬂmmstamﬁm restraiid”
was gpproved,
Whaen asked, both the Administator and QMRP
stated during an interviow on 815008 from 8:.00 -
B:46 a.m., ihey were niot aware of the Physiclan

FORM CME-2507102-00) Prsviob Vieesions Obaclces ‘ Evont KEFEHTY Faclily B 120022 T contienration shewl Page 14 of 18
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PRINTED: 08/20/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES Fo!&ﬂg APPROVED
] DICAID SERVIGEY 2
PROVIDER/SUPPUIER/CHIA MULTIPLE CORGTRUCTYON {24) DATE SURVEY
o IDENTECATION RUMBER: imm - CONPLETED
, _ 130032 B WK DRME200B
NAME OF PROVIDER OR BUPPLIER STREEY ADDREGS, CITY, STATE, 2P CODE
698 SOUTH OTTER
wOW " SUBMARY STATEMENT OF DEFICIENCIER ) PROVINEES PLAN OF CORRECTION o Zron
PRERX {EACH DEFGENCY PRECEDED BY FULL FREFK (EAGH CORRECTIVE ACTION SHOULD BE
7Y REGULATORY OR mﬂg‘m’aﬁm INFORMATION) TAG WF% Igw‘l‘“lﬁ AEPROPRIATE gt
W 260 Continued From page 14 W 260
Order's and the BMP neaded to be ravised.
The facilily fated to ansure Individual #2's BWP
was revised when his medical status changed.
W 312 | 483.450(p}{2) DRUG USAGE W3z
| *
only as an W312 483.450(e0(2) DRUG USAGE
client's indhviduai proﬂg;ammanm@ W : (e0)
specifically towards tha reduction eventual | . Individual #2°s medication Xangx has
:f:‘m:;m behaviors for which the drugs- 1} -, been added to his med reductionjplan,
: ) - Monthly behavior meetings will betitr
L : L and all medications will be reviejved .
This STANDARD isnotmetasevidenced by: |- where by ensuring that drugs used for, -
Based on record review end staff interview, twas | control of inappropriate behaviog must.
Hatermined the mmwggw ansure behavior be used onily as an integral part of the:..-
mxiiying drugs wene used Oty 8 & s client’s individual program plan {hat
comprehonsive pert of tha individuals PP that | - Girected specifically towards the| = -
were directed specifically towards the reduction of|.... .. - - reduction of and eventual elimingtici’ of
:f sventua) elmagn;}f 0;31 ; inmda ﬁdggw which . S the behaviors for which the drugjis ™
{individual £2) whose behavior moditying drupgs . :
were roviewed, Thia reautied In an individual )
raceiving a behavior modifying drug without an Person Responsible: QMRP
appropriate plan that drug usage and Completion Date: 9-19-08

how ¥ may chenge In relation {o progress or
tegreasion. The findings include:

1. Individuat #2's IPP, deted 12/7/07, documented
& 54 year old male diagnnsed with sevare mental
totardation, Hie Phyaiclan Qrders, deled 3/08
and 6/08, stated he received Xenux (an
anti-anxiedy drug) 0.6 mg PRN 1 -3 tablets 174
hours prior to medicat end dental appointments.

His Medication Administration Record, dated
8/27/08 and 6/19/08, showed he reoeived Xanax
PRN for a dental sxamination and & medical

FORM GNG-2567T{02-60) Previous Veesions Cheolts Evont D PR Paclily I 136082 ¥ continuetion stact Page 16 of 16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0636-0301
STATEMENT OF DEFICIENCIES () PROVIDER/SUPPLIERKCLIA {X2) MULTIRLE CONSTRUCTION {X5) DATE SLRVEY
ANDPLAN OF CORRECTION ENTIFIGATION NUMBER: COMPLETED
A, BUBLIING
186052 B e OB/15/2008
NAME OF PRUVIDER ORt SUFFLIER STRETET ADDRESS, CITY, STATE, ZiP GODE
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ma e SUMIEARY STATEMENT OF DEFICIENCES (2] PROVIDER'S PLAN OF CORREGTION £%6)
PREFIX {EACH DEFIGIENGY MUST BE FRECEDED BY FILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OMPLETION
TAG REGULATORY OR LSG IBENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE
. . DEFICIENCY)
W 312 | Continued From page 16 W 3iz
appointment.
When asked, both the Adminlsirator and QMRP
stated during an nterview on BM508 from 0D - |
945 a.m., thers was no plan {o reduce Xanax; i
was an oversight

The facility falled To ensure & plan fo reduce fhe
use of Xanax PRN was developad for Individy
#2. :

FORM G- 258710599} Previous Verslons Obolele

Event ;PXES1Y Faukiy 1D 136083
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FORM APFROVED
SIATEMENT OF DEFICENCIES PROVIDER/SUPPLIERICLIA CONBTRUCTION DATE BURVEY
AHD PLAN GF CORRECTION O PR TFIGATION NUMSER: e MRTIPLE O COwPLETED
A BUNLDING
136082 B we £8M5(2008 ;
NAME OFf PROVIDER OR BUPIER STREET ADDRESS, GITY, BTATE, 29 GODE
FREFERRED COMMUNITY HOMES -MALLART | SeB MOUTHOTIER
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES [ ) PROVIDER'S PLAN OF CORRECTION lﬁ’
PREFIX (EACH DEFIDIERCY MUST 8E PRECEDED BY FULL PR {EACH CORRECTIVE ACTION SHDULD BE COMPLETE
AL RE‘E}MTORYDR LEGDENTIFYING INFORMATION) TAG CROSS-REFEREHOED TO THE APPROPRIATE DATE:
Yy
MM197] 16.03.11.075.10(d) Wrltien Plans MNHE? WRITTEN PLANS
Is described in wiitien pians that ere kepton fle | refer to 312
in the feciity; and
This Rule -smtmatasewdenmdhy _
Refer o Wi12. MM212 16.03.11.075.17 (a)

MM212

Mmsil:é

16.03.41.076.17(2) Meximize Devélopmental
Potential

| The treatment, sarvices, and hablitation for each

resldent must be designed to maximize the

| devalopmental polential of the residant and must
-4 be:providad in the solting thatis least restrictive
-] of the residen®’s persona! liberties; and

| ThisRule s notmet a8 evidencad by:

- | Rofer to W195, W188, and W24e,

16.03.11.20D Adminlstration

The administration of ICFAR facitiies must
previde for ndividus! progrem plarming,
implornentation and svaluation. individusl
progratms must be based on relevant assessment
of neads and problems and must reflact the
participation of the individual, the service
previders, and where possible, the individual's
family or surrogate. Individual prograsm planning
must inciude provisions for total program
roordingtion andg confinuous, seif-corresting
procosses for review and program revision,
Programming for individusis must ingorporats the
resident's fegal riphis of due process, 2ppropriaie
care, fraining and troaiment,

This Rufe & not met as evidenoed by,

Refar ta W00, .

iz POTENTIAL -

- tefet to W100

refer to W195, W196, and W29 . :

o MMS512 16.03.11.200
MMB12 ADMINISTARTION

MAXIMIZE DEVELOPMENTAL i

STATE FORM

WWW%M — %W

{8} DATE

P [ 2

PXBE1Y
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SIATEMENT OF DEFIGIENGIES ; : {¢3) BATE BURVEY
BIATEVENT ¢ (1) PROVIDERIGUPPLIERICLIA ﬂu s CONSTRUCTION s
. 130032 B VNG OB/52008
HAMEOF PROVIDER OR SUPPLIER BYREET ADORESS, TITY, STATE, ZIP CODE B
PREFERRED COMMUNITY HOMES -MALLARL | P 1o 89652
41D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORREUCTIVE ACTION SHOIVD BE COMMLETE
TAG REGULATORY OR LSG ICENTIFYING INFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE oATE
MBSl u 2w QmRe.
MMT2S8! Continuad From page 1 MM725
refer to 159
WMM725 16.03.11.270.01(h) QMRP WMMTZ5
The GMRP Is mpnns&ble for supervising the .
implamentation of sach residents individual plan
of cams, integraling the various aspects of the
progrem, recording each residen(’s progress and
inttiating periodic reviaw of sach individual plan
for nacassary modifications or adjusireents, This
function may be provided by a QMRP outelds the
facifity, by agresment.
This Ruls is not met es evidenced by:
Refar to Wi59.
i £ © - MMB59 16.03.11.270.08(H()
MMBBS 16 03.11.270. oa(mi) Bupervision of Trammg and MNB59 " SUPERVISION OF TRAINING
Htaﬂo , ‘AND HAB}LITATION _
Superwmafdamy of training and habiftation " referto W17 and W10
sarvices integrating verious aspetts of the L
fachilty's program; and '
This Rule Is net met a5 evidenced by:
Refer to W47 and W120,
MM61| 16.03.11.270.08{T)(I Periodic Review ME01 .
MMB861 16.03.11.2’70.08(:)(&’? !
Inttiating parlodic review of sach Individual plan af PERIODIC REVIEW
care for nocassary modificetions or adjustments,
fer to W260
This Rule is not met a8 evidenced by: Teterto
Refar to W260. !
Eirean o Fachy Stancards
STATE FORM ey PXB811 H continumbon sheef 2of2
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